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1. DateReferred:

2. Nam eofChild: 3.IS #:

4. Birth Date: 5.Age: 6.Gender:

7. Ethnicity: 8.M edi-Cal#:

9. SocialSecurity#:

10.Child’sAddress:

11.Child’sPhone#:

12.Parent/Guardian Nam e:

13.Address:

14.Phone#:

15.Child currentlyresidingwith
Parent FosterHome GroupHome Other(specify):

IfGroupHome,Name& RCL #:

16a.Child’sprim arylanguage: 16b.Languagespoken in hom e:

17.TBS isneeded to:(checkone)

Preventplacementinahigherlevelofcare

Enabletransitiontoalowerlevelofcare

18.TBS ClassM em bership (checkallthatapply):
ChildinRCL 12orabove,and/oralockedtreatmentfacilityforthetreatmentofmentalhealth
needs.
ChildisbeingconsideredforRCL 12orabove,and/oralockedtreatmentfacilityforthe
treatmentofmentalhealthneeds.
Childhashadoneormorepsychiatrichospitalizationwithinthepast24months

Ifyes,givedate(s)
ChildpreviouslyreceivedTBS

Ifyes,givedate(s)

19.Describechild’scurrentsituation and reason forrequestingTBS:
I
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20.CurrentDiagnosis:
AXIS I

AXIS II

AXIS III AXIS IV

AXIS V CurrentGAF

21.Ischild prescribed m edication? Yes No

M edication & dosage:

22.Listrisk factors,specialneeds:

23.Currentm entalhealth serviceprovider:

Nam eandTitle:

Agency: Phone:

Address:

24.DCFS/CSW (ifapplicable):
Name: Phone:

25.Probation Officer(ifapplicable):
Name: Phone:

26.ListcurrentbehaviorsforTBS toaddress(includefrequencyofoccurrence):

1.

2.

27.ReferringParty:
Name: Phone:

RelationshiptoClient:

28.Signature 29.Date:


	 

